Schwannomas of head and neck are classically located in the parapharyngeal space; however, it is rarely located on the posterior pharyngeal wall. Posterior pharyngeal wall schwannomas are thought to originate from the sympathetic nerve plexus. Clinically, this may present as an asymptomatic mass with a constellation of symptoms ranging from globus sensation, dysphagia, to even airway compromise.
INTRODUCTION
Schwannomas are usually slowing-growing benign neoplasms originating from the neural crest cells. These are usually found in the parapharyngeal region when considering head and neck region and their occurrence in posterior pharyngeal wall is relatively rare. 1 Schwannomas arise from the perineural sheath of Schwann cells and are, hence, classified as nerve sheath tumors. Schwannomas may be found along any somatic or sympathetic nerve. The head and neck region is a common site for these tumors as there are abundant neural structures and possess unique anatomical compartmentalization. The purpose of this paper is to develop insights case RepoRt regarding the diagnosis and treatment of such tumors. Schwannomas on the posterior pharyngeal wall remains a diagnostic challenge due to the nonspecific complaints and examination findings.
CASE REPORT
A 28-year-old woman was referred to the ENT department, with a 2-year history of globus sensation that was progressively worsening.
On examination, she had a large (3 × 2.5 cm) smooth, mass lesion on the posterior pharyngeal wall. The oropharyngeal airway appeared significantly compromised, though she did not complain of any breathing difficulty. Computed tomography (CT) of the neck revealed a large, prevertebral soft tissue mass on the left side measuring approximately 2.5 × 3 cm with a "target" appearance ( Fig. 1) . The lesion showed enhancement with contrast (Fig. 2) . The lesion was at the level of the oral cavity, compromising the oropharynx (Fig. 3) , extending superiorly to just below the fossa of Rosenmueller.
She underwent a complete transoral excision of the lesion under general anesthesia. Histological features demonstrated cells arranged in loose myxoid fashion demonstrating clear margins with spindle-shaped cells arranged uniformly. Similar areas also existed with palisading arrangement of nuclei. The appearance was consistent with a benign schwannoma of Antoni type A (Fig. 4) . Immunocytochemical staining confirmed the diagnosis by showing positive immunoreactivity for 
DISCUSSION
Schwannomas are slow-growing tumors arising from Schwann cells, which normally form the nerve sheath. 2 Schwannomas were first described as a distinct clinical entity in 1908 by Verocay. 3 It was later established by Stout that these were derived from Schwann cells. 4 It is commonly seen in females in the age group of 30 to 60 years. 5 These are usually solitary except in cases of Von Recklinghausen's neurofibromatosis where they are multiple. Schwannomas can occur anywhere in the body with an incidence of 25 to 45% in head and neck region. 6 Parapharyngeal space is the commonest location for schwannomas in the head and neck region. The most frequent nerve of origin is vagus, followed by cervical sympathetic chain. However, its occurrence in prevertebral area is extremely rare and usually arises from the sympathetic nervous plexus. Schwannomas are mostly asymptomatic and the patients may occasionally present with constellation of symptoms, such as dysphagia, airway compromise, globus sensation, or rarely change in voice.
If patient complains of associated paresthesia, neuralgia, rapid progression in size, or worsening of symptoms, then malignant transformation should be suspected. 7 A benign posterior pharyngeal wall schwannoma can slowly increase in size, leading to involvement of retropharyngeal and prevertebral space, rarely causing bony destruction of the body of the cervical vertebra by pressure effect. Such cases can be symptomatic, hence, when detected we should aim at in toto excision. 8 Malignant transformation of benign schwannomas are uncommon but has been reported. Overall incidence of malignant transformation in head and neck schwannomas is reported to be approximately 8 to 10%. 9 Malignant transformation and high vascularity of such tumors should be ruled out as the management, approach, and outcomes may be different while handling them. Radiologically, schwannomas have been described as heterogeneous and homogeneous lesions, which can have variable attenuation ranging from hyper-to hypoattenuation with associated enhancement on CT. 10 Schwannomas are tumors with poor vascular supply, but they can show marked enhancement due to pooling of contrast from poor venous drainage, which falsely projects as enhancing tumor, which was in accordance with our case.
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The "target sign" on CT scan for schwannomas is a characteristic sign described in the literature. The target appearance is due to a peculiarity in arrangement wherein, hypercellular Antoni type A bodies are arranged at the center and hypocellular Antoni type B bodies at the periphery. 12 Histologically, schwannomas are classically composed of two growth patterns, namely, Antoni A and B types. Antoni A is highly cellular, being composed of elongated Schwann cells, which demonstrate a palisading compact pattern. 13 On the contrary, Antoni B regions are composed of elongated Schwann cells but are arranged in a less dense pattern and are more disorganized. Verocay bodies are regions that are devoid of nuclei between these palisades. 14 The protein S-100 is the hallmark immunohistochemical marker for identifying the Schwann cells of peripheral nerve sheath tumors. 15 Few of the differentials in the prevertebral area that have to be ruled out are abscess, lipomatous lesion, sarcoidosis, neurogenic tumors, lymphomas, Forestier's disease, and internal carotid artery aneurysms. 16 Management of choice for benign schwannomas is in toto surgical excision of the tumor with preservation of the nerve associated as far as possible. 4 The approach varies according to the location and size of the tumor. Transoral, cervical, transparotid, or a combination of these can be used to address these tumors. Safest approach for the parapharyngeal schwannoma is external, whereas a transoral approach for prevertebral schwannomas is sufficient due to less vascular structures in the proximity. 17 Recurrence following complete excision of benign is very rare.
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CONCLUSION
Schwannoma of the prevertebral/retropharyngeal region is an extremely rare benign lesion of the head and neck region. Although rare, this should still be considered as one of the probable differentials for prevertebral lesions. The ideal approach for excision of such lesions should be tailored as per the size, site, and extent of the lesion. Transoral excision is the best approach for medium-sized lesions with total resectability and virtually no morbidity. This case is presented in context of developing insights in clinical diagnosis and management of such rare presentation of schwannomas in the head and neck region.
